Limited by the character of the case I have to report, my title should be phlegmon of the peritonsillar space, rather than the comprehensive one of "Phlegmon of the Upper Air Passages," under which it appears in the program. The principal point which it illustrates is the possibility of erosion of large blood vessels.
As to the cause of peritonsillar infections, we readily accept the bacteriologist's dictum that the throat at all times harbors bacteria ready marshaled for invasion; and since the crypts of lymphoid tissue are portals easily assailed, infections of this region should be frequent and systemic involvement severe, The wonder is, not that phlegmons threatening life occasionally develop, but rather that such serious invasion is so rare that an active professional life may pass and not a single case come under observation.
I leave to the bacteriologist the naming of the invading host and of the allies which join with eager savagery in the campaign; and I leave to him, too, the naming of the armies of defense. both of the first and of the second line, adopting for myself the general terms of virulent or aggressive infection, and a lowered resistance on the part of the patient. Pardon this seeming levity-it is only seeming. Bacteriologic literature, with its explanations of in fection and resistance, gives this kind of a picture. and though the language of this branch of science is not at my command, the reference will be understood.
Such microscopic examinations of pharyngeal phlegmon as I have on record give as a usual finding staphylococcus aureus, *Read before the American Laryngological Association. May. 1913. with in some cases a mixed in fection-the most troublesome addition being streptococci. The staphylococci alone fulfill their contract for destruction with less systemic disturbance than when working in alliance with others.
However, microscopic findings are of little value in determining the treatment of these cases. The stage of progress decides that, and early, effective drainage is the best assurance of a favorable prognosis.
Peritonsillar phlegmon may run its course to serious complications with less systemic disturbance-as shown by prostration, temperature curve and pulse rate-than is the rule in follicular tonsillitis. The pain and distress may be great, with the temperature not above 101 0 , and a pulse of from 80 to 90.
Suffocation from flooding the larynx by the sudden rupture of the abscess has been reported, and tracheotomy has been required because of closure of the phraynx by infiltration and edema; but the complication I wish to emphasize is that of erosion of blood vessels by the necrotic process.
When only the tonsillar artery is involved the hemorrhage may cease spontaneously or be easily controlled ;if the ascending pharyngeal, the situation is very serious, while a break in the wall of the internal carotid brings a swiftly fatal end . .As illustrating invasion of the first or smallest of the three arteries, Dr. Bates of Springfield has recently described to me a case of active hemorrhage following the spontaneous rupture of peritonsillar abscess. Bleeding ceased without a resort to either pressure or ligation.
Bosworth's work, with its painstaking research of literature, was published, twenty years ago, yet the chapter on peritonsillar phlegmon is still the fruitful source of reference. He gives a list of twenty authors, who, over a period of forty years, had reported cases of involvement of the large vessels during the course of phlegmon. Of all the cases reported but five recovered, and the -inference is that in these only the smaller vessels were eroded.
Nearly all the recent textbooks speak of the possibility of this destructive invasion of blood vessels, but none of the authors I was able to consult mentions a case or refers to one.
The case whose brief history follows was under the care of Surgeon Major E. A. Gates of Springfield, Mass. I saw the patient in consultation on May 23, 1900, and found: H. :LVl., male, American, twenty-six years of age, of poor resistance because of irregular life and recent acute illness. He had suffered from measles early in the month, and while convalescing had taken cold-according to his own statement -the particular manifestation of this cold being a sore throat. There was a marked peritonsillar swelling upon the left side, with severe pain, but the patient was not prostrated, being at this time dressed and about the house. His pulse was 80 and temperature 100,0 and during most of this illness the pulse rose only to 80 or 90, and the temperature at no time exceeded 101. 0 No fluctuation could be made out. I saw him again on the 24th, and although the cellular infiltration had increased there was no evidence of "pointing," nor could fluctuation be felt. Deep incisions were made, but these yielded no pus, and little bleeding took place. Two days later a hemorrhage occurred, which the attending physician controlled by pressure. A terrific hemorrhage recurred on the 27th and proved quickly fatal. A postmortem was not allowed, but such examination as could be made immediately following death showed rttpture through the posterior pillar -the flood from the eroded carotid finding exit here.
Such a mass of cellular infiltration should be explored by a blunt instrument, even the finger, following unfruitful incision. In this case. the patient-an only and spoiled childobjected vigorously, as did the parents: and as a peritonsillar abscess usually ruptures into the incision or burrows its way to the surface, further interference was not insisted upon, with the unusual result named.
